. Prescribing data indicated that polypharmacy was not common in the community, and that the use of slow acting antirheumatic drugs (SAARDs) and oral corticosteroids was not widespread. At the time of the study 26% of subjects were assayed fully functional-class I of the American Rheumatism Association's (ARA) functional classifications. The functional capacity data provided evidence that the spectrum of rheumatoid arthritis found in the community differed from that found in specialist rheumatology clinics.
Rheumatoid arthritis (RA) is a major chronic disease associated with many medical problems and is the cause of considerable limitation of physical achievement and social activities. Although some therapeutic measures appear to improve the clinical picture, the influence of drug therapy on the course of the disease remains in dispute. '2 Several long term studies of hospital/clinic based patients have found that within 10 years 30-50% of the patients were 'severely disabled' (classes III and IV of the Steinbrocker classifications for functional capacity3 Tasmania (Fig. 1) , the island state of Australia, has a relatively static population (n=430 000 approx.) and manageable geographical characteristics (land mass equivalent to the Republic of Ireland), making it particularly suitable for research in the community. In addition, it has the advantage of an independent community based patient support organisation, the Rheumatism and Arthritis Foundation of Tasmania (RAFT).
The aims of this study were to record cross sectional data for a sample of patients with rheumatoid arthritis by considering onset, nature of care in the community, prescribing patterns, efficacy of treatment, and outcome with respect to disability 293 and socioeconomic impact. This was to form a data base for a longitudinal study into the relationship between drug treatment and patient outcome as advocated by Fries."'' In this work we describe the major findings of the study, providing data on the sample characteristics, prescribing patterns, treatment retrospectively, disability, and social impact in a rheumatoid arthritis population based in one community.
Patients and methods
Subjects who had at sometime been diagnosed as having rheumatoid arthritis were recruited through the RAFT organisation (people visited by the RAFT officer and other RAFT members), medical practitioners, and media publicity. Subjects were visited in their homes by a research team which included a medical practitioner and an interviewer.
Subjects who had 'classical', 'definite', or 'probable' rheumatoid arthritis, according to the ARA criteria,"1 at the time of interview were included.
Any doubtful cases were confirmed by reference to local medical practitioners and medical or hospital records.
The administered questionnaire (Appendix 1) was designed to elicit sociodemographic data, such as age of onset and therapeutic histories. The latter were obtained with verbal and visual prompting in the form of a tablet board. Current medication was also cited and recorded. Data associated with outcome, such as earning capacity, was also collected. The extent of each subject's disability was scored with the functional index of Lee et al, 12 while the functional capacity of the subjects was classified by the research medical practitioner according to the ARA functional classes. 3 The accuracy of the data obtained in the study was verified after the interview by cross checking with information recorded independently by a rheumatologist for a sample of 60 subjects. At least 25 points were compared, involving details of onset of arthritis, medication received, response to medication (efficacy, toxicity, etc), surgery undergone, additional medical problems, and characteristics of the arthritis.
Twenty millilitres of blood was taken by venepuncture during the home visit. Two millilitres of blood was collected in citrated tubes, stored at 4°C, and the erythrocyte sedimentation rate determined an average of four hours after collection by the Westergren method. The remainder of the sample was heparinised and immediately centrifuged. The plasma was stored at -20°C for later analyses such as rheumatoid factor titre.
The statistical data were analysed with a computer with the statistical package for social sciences,3 in Table 1 and Fig. 2 .
Neither the method of recruitment nor the location of the subject alone affected the sample statistics with respect to average age, duration, and disability. The combination of location (i.e., city, large town, or rural areas) and method of recruitment was significant, with subjects recruited through the support organisation in the cities tending to have a greater level of disability compared with the remainder of the sample (Table 2) . There was a degree of overlap in the source of subjects, especially in rural areas. The majority of rural subjects were included as RAFT sources, but 60% of these had been referred to RAFT by the local medical practitioners. There was only a 6% overlap among the other sources.
Of the 60 sets of data compared with the rheumatologist's medical history, only one set failed to be at least 96% accurate, with two differences occurring, one related to previous use of predniso- Table 5 .
Irrespective of duration of disease and proportion of subjects who were 'severely handicapped' (classes III and IV of the ARA functional classification) tended to be greater among those who had at sometime been referred to a specialist (Table 6 ). Even though the two care categories had similar disease durations, the age distributions were significantly different (Mann-Whitney, p<001). Those who had been referred to a rheumatologist or specialist physician tended to be younger (57 years, IR 47-66) than those who had received only primary care (62 years, IR 51-70).
The 60 subjects who were currently consulting a specialist also tended to be younger (53 years, IR (Fig. 4) .
Two hundred and two subjects were of working age (men 15-65 years, women 15-60 years). Five men and one woman were not working for reasons other than arthritis, and of the women, 45 expressed no desire to be in the workforce, being engaged full time in home duties. Of the 151 remaining subjects, only 37% were in full time employment, 23% were receiving an invalid pension, 16% had retired early or were receiving another pension or benefit (deserted wife pension, unemployment, etc), and 24% were supported by his/her spouse ( Table 7 ).
Discussion
Our sample statistics were consistent with previous population study data of rheumatoid arthritis with respect to age of onset and sex ratio.14 15 The proportion with 'probable' rheumatoid arthritis is associated with the remittent nature of the disease. 16 The majority of those classed as 'probable' had a clearly defined history of RA, and all subjects had been diagnosed as having the disease at some time. The characteristics of subjects in the various ARA classes were similar, with the exception of the degree of disability, which was greater in those with 'classical' and 'definite' disease. Since the number of ARA criteria present is related to disease severity,17 a larger proportion of subjects with 'probable' disease would be expected in a community study.
The higher incidence of subjects with greater disability among those reached through RAFT in the cities may be a consequence of the different nature of the patient support organisations in the various locations. The organisation appears to be serving different needs in rural areas, where it assists the general practitioners with patient education and The observation that 60% of our sample had never been referred to a specialist physician or rheumatologist is consistent with the premise that the majority of patients with rheumatoid arthritis are treated in community practice.2 9 There was a significant difference in current prescribing patterns between subjects who were receiving primary care and those who were being treated by a specialist. There were similar differences in the retrospective treatment data. In both current and retrospective data the use of SAARDs and corticosteroids was more common among those who had been referred to a specialist. In total, 52% of our 380 community based subjects had received chrysotherapy and 38% were prescribed oral corticosteroids at some time. By comparison, Meenan et al, in a telephone survey of 245 patients sampled from rheumatology clinics and practices, found that 63% had received parenteral iold and the same proportion oral corticosteroids. These differences in prescribing patterns may be partly attributed to the nature of our community based sample. Patients with rheumatoid arthritis treated in specialist practice tend to be from the more severe end of the disease spectrum and thus receive more second line treatment.-Our retrospective information about the continued use of parenteral gold was similar to that reported from more controlled clinical situations. Rothermich et al in a prospective clinical trial of gold found that 79% of 95 subjects withdrew over a period of five years due to loss of benefit or unacceptable side effects.
1 A similar proportion of our sample (78%) ceased therapy for these reasons.
The spectrum and incidence of toxic reactions to chrysotherapy were also similar to those reported in clinical trials,"' mucocutaneous reactions being most common. The actual severity of these reactions is unknown as they were reported by the subjects, not the medical practitioners, but they were sufficient to cause therapy to be stopped.
The functional capacity data for our sample tended to support the concept that patients treated in community practice are from the more moderate end of the disease spectrum. This was further illustrated when our community based data was compared with a clinic study. Cosh and Rasker reported that 45% of their 54 surviving clinic patients were 'severely handicapped' (ARA classes III and IV) towards the end of the second decade of their disease.7 In our study only 26% of the 55 subjects with a similar disease duration (15-25 years) had developed this level of disability. Furthermore, it was only among those subjects (n=61) who had had RA for more than 25 years (median 36 years) that the proportion who were 'severely handicapped' (42%) was similar to the proportion in the clinic situation of Cosh and Rasker.
The impact of RA over the years in terms of altered lifestyle among the people in our sample was similar to that observed in studies by Scott et al2 and Meenan et al,4 both conducted among patients consulting rheumatologists. In their studies and ours approximately two thirds of the subjects had suffered significant social disadvantage through diminution or loss of earning capacity.
Since rheumatoid arthritis is not a reportable condition it is difficult to obtain a randomly selected sample in a community study. We attempted to eliminate bias by obtaining the sample from as wide a base as possible throughout the state of Tasmania. Inclusions into our sample were stopped at 380 since successive additions of subjects did not change the characteristics of the sample but merely increased the significance levels when either parametric or non-parametric tests were applied. The actual number of patients with rheumatoid arthritis in the state is not known. Some guidance, however, as to the prevalence of RA is found in the Australian Bureau of Statistics (ABS) figures.2" The Australian health survey 
